Section of Otology
The history of acoustic tumour surgery is a most interesting one. The first successful removal of an acoustic tumour was done by Sir Charles Ballance in 1894 (Ballance 1907) . The mortality of acoustic tumour surgery between 1894 and 1910 was approximately 80%. The work of Cushing, Horsley, and Dandy reduced this mortality considerably (Cushing 1907 , Dandy 1925 .
Dandy felt that total removal of these tumours should always be carried out, although it resulted in the loss of the facial nerve. This concept is now usually followed and, whenever possible, total removals of these tumours are performed.
Since the 1930s, a number of new diagnostic tools have become available which have greatly improved our diagnoses of these tumours. It is now possible to diagnose them while they are still small. It therefore seemed that some surgical procedure that would allow total removal and yet save the facial nerve would be worth while. For this reason, microsurgical techniques were applied to the problems of tumour removal and it was found that it was possible to approach these tumours through the mastoid and labyrinth (House et al. 1964 ). This has become known as the translabyrinthine approach. It was first tried in the early 1900s but was unsuccessful due to the lack of the microscope and the lack of the dental burr for accurate removal of bone close to the facial nerve.
Much work remains to be done, however, regarding the best approaches for the larger tumours in an effort to remove the tumour totally and still save the facial nerve and other surrounding structures. Apparently it will not always be possible to diagnose these tumours while they are still quite small, since a number of them remain silent until they have attained considerable size.
It is to be emphasized that the problems of acoustic tumours should be worked out as a combined neurosurgical-otological effort. 
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Consequences of Removing an Acoustic Neuroma by Conventional Surgical Methods
In recent years I have had the opportunity, as a neurologist, at the instigation and through the kindness of Mr Wylie McKissock, of visiting in their own homes well over a hundred patients who have all had an operation for removal of an acoustic neuroma.
With the exception of 2 women who had had a partial removal more than 20 years before, all have had what was thought to be a total excision, although in two instances the tumour had recurred.
In one man the face was spared but as a result of the operation he lost confidence as well as becoming miserable, bad-tempered and lacking in concentration, so that his earning capacity was reduced by half. In another man a large cystic tumour extended into the jugular foramen and when this cyst was removed the V, VII and VIII nerves could be seen above, apparently un-damaged. After the operation he had a complete left facial palsy which soon started to improve and recovery was complete, but unfortunately he did not get back to work. He was 62 at the time of the operation.
In 3 women the facial nerve was spared at operation but one had a recurrence four years later. In 2 others there has been almost complete recovery of the facial musclesin one after two plastic operations, although the facial nerve was presumably thought to be destroyed.
In the remainder the operations have produced, at the least, permanent deafness and facial paralysis, with or without associated numbness of the face, pain in the eye, clumsiness of an arm, unsteadiness of gait and several less common symptoms.
Deafness is troublesome in crowds and in traffic when noise can be heard but cannot be easily localized, causing confusion and bewilderment. 'If I hear traffic', said one patient, 'I think it's nearer than what it is and I'm frightened of being run over.' Another patient said her deafness bothered her crossing the road because, although she could hear something coming, she could not tell where it was and she could not turn her head because if she did she would fall over. 'Being deaf in one ear', said another patient, 'you have to look at people when they speak to you'; on this account some patients find deafness a great disability, especially at parties, but it is no handicap in conversation with one other person; the more philosophically minded welcome it because if there is noise at night they can turn on their good ear and go to sleep.
Facial paralysis is a disaster, especially for women. It is a tremendous disability which, however, most patients (though not all) manage to overcome in time. 'I was dreadfully depressed after the operation', said one patient. 'I didn't know my face would be like this; I wouldn't laugh and I wouldn't smile and I didn't want to live. That's what made me depressed and I couldn't fight it.' One patient did not like having her hair done because she had to look at herself in the mirror, whereas others were more concerned with the effect of their appearance on other people. 'People stare at me,' said one patient, 'and treat me as if I am from outer spaceif they treated me ordinary, I would feel different.' In the experience of one patient children have been noted to be curious, especially between the ages of 12 and 14. Young children do not react violently and one patient, when first taking her daughter to school and thinking all the other children would be shocked, found that they very soon came to accept her. Most remain conscious of their face although they no longer feel particu-larly embarrassed by it and learn to live with it. This is usually a gradual process but a few patients have made a sudden defiant gesture as in the case of one patient, aged 41, who hid herself for six months but then thought 'Oh hang it, you've got to live with it' and even-turned down the offer of a plastic operation. In many cases plastic operations certainly do help to straighten out the face and restore confidence.
Numbness of the face is uncomfortable and causes difficulty and untidiness in eating, so that patients are embarrassed, particularly in public. One patient, however, was so embarrassed even at home by not knowing whether food was inside or outside his mouth that he had a small mirror on the table so that he could keep the situation under constant review. The numbness is often associated with an uncomfortable and painful eye which sometimes ulcerates and may become blind.
Another source of embarrassment, again especially in women, is a tarsorrhaphy, which is often necessary when the eye is deprived of sensation and lachrymation; several have pleaded to have the eye opened for the sake of their personal appearance. Although one woman's husband deserted her after the operation, several others have married in spite of it.
Clumsiness of the right arm usually makes the patient become left-handed, except for writing which they nearly always find too difficult; even so some disability remains and one patient observed: What I miss most is not being able to do fine needlework but I can do the things that really matter.' Unsteadiness of gait is the greatest source of disability and is what most delays and sometimes prevents functional recovery; it is this and the facial appearance which, in the early days after the operation, keep patients indoors; in many cases this improves dramatically although improvement may be slow and take many years.
Most patients with unsteadiness find that they can do only one thing at a time. First standing and then walking is a full-time job and the ability to talk at the same time and, even more, to turn the head marks a significant stage in their recovery.
Some patients have to remain on a wide base, one patient saying that she could not get her feet closer than nine inches apart: it is only rarely, even in patients who have made a good recovery, that one is unable to detect a certain deliberation in the gait.
Vertigo, as distinct from unsteadiness, is rare. Headache is also rare although there is sometimes some discomfort, one patient observing 'I do not like anything on my head. I do not wear a hat and the slightest pressure makes me feel as if I have a steel band round my head'.
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The residual disability depends to some extent on the age of the patient and his inherent powers of recovery but also, to some extent, on the amount of disability present at the time the diagnosis is made and the operation performed.
It is possible to make a diagnosis of acoustic neuroma when only the VIII nerve is apparently involved but I would urge the importance of looking for signs outside the VIII nerve when the symptom is one of progressive deafness or vertigo. Impairment of taste, slight sensory disturbance over the face, slight clumsiness of an armparticularly the arm the patient does not normally use and in which he may therefore be unaware of disabilityare useful signs of extension beyond the VIII nerve system and thus suggestive of an expanding lesion.
By the time the presence of a tumour has become obviousby papilleedema, clear involvement of the V and VII nerves or ataxiait is already too late to escape the morbid consequences which will follow total excision.
No patient whom I visited was seen less than three years after operation and, although recovery can continue over a longer period than this, it is likely that further recovery will be slight and that these patients can be graded, on the basis of how they were when seen, into four groups:
(1) Those who were living a practically normal life and were doing everything except perhaps run, ride a bicycle, wear high heels or drive a car at night.
(2) Those who could go out alone but whose activities were restricted.
(3) Those who could not go out alone. (4) Those who could not go out.
Of those whom I visited 33 were men and 99 were women, the proportion of surviving women (75 %) being slightly greater than the proportion in the series as a whole, in which it was 70 %.
In considering the men first, 19 out of 33 were in group 1. These included a parson, a teacher and a director of research who said that he could do perfectly well all he wanted to do but his enjoyments tended to be sedentary; he had done a good deal of lecturing and committee work and when I saw him he was chairman of four committees and boards; he had recently had his first swim for ten years and was perfectly at ease and happy in the water; he had not driven a car again and said that he would not. In this group there was also an erstwhile booking clerk who 'was not fit for public contactno hair, no voice and a dropped face' but was employed in another capacity on the railways and had suffered no material loss. I select these men not as particular cases but as representatives of their group in which all were in full employment although one had been and one would be passed over for promotion.
Of the 99 women 46 were in group 1; these included many women who had gone back to work and others who could have done so but had not, because there was no need.
Thus of 130 surviving patients in whom an acoustic neuroma had been totally excised exactly half had returned, in spite of deafness and deformity, to practically full activity. One of these patients has written a book about her experiences and has called this book 'Struggle to Return'. I think this is a very good title because although the surgeon, in removing the tumour, obviously plays a vital role, he cannot also ensure rehabilitation; a great deal depends on the courage, determination and fighting spirit of the patient.
Mr Lawrence Walsh (Atkinson Morley's Hospital, Wimbledon)
The Surgery of Acoustic Neuromas Many large series of patients treated by both intracapsular and total removal have been published and there is general agreement among neurosurgeons on the results of operation. Although these results are well known I would like to give a brief summary of them.
Intracapsular removal has often been used in the more seriously ill patients or the technically difficult operations. The operative mortality is usually between 10% and 20% and of the survivors a high proportion will suffer a recurrence within the next 3 or 4 years from which they die or which requires further surgical treatment. The mortality from recurrent operations by the conventional approach is high so that at the end of 3 to 5 years more than 50% of the patients have died from their acoustic neuroma.
Total removal is more likely to be used in the less seriously ill patients or in the technically easier operations. The operative mortality is usually between 10% and 20% and in some selected series as low as 5 %. Because of this, more neurosurgeons favour complete excision and some are able to achieve it in almost every case. I would like to describe 23 patients with an acoustic neuroma whom I have personally treated in the past seven years. This series is too small for percentages to mean anything but it will give some idea of the type of patient seen in a neurosurgical department. Of these 23 patients, 2 had an intracapsular removal and 21 a total removal.
